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INTRODUCTION METHOD RESULTS

 Pediatric craniofacial fractures represent 11.3% of all pediatric Aim 2: What patient and injury-related factors increase the risk for these outcomes further?
emergency department visits 1.2  We assessed the following variables: age group, sex, race, mechanism of injury, AlS score, GCS score and presence of multi-craniofacial fracture.
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> Using the largest cohort of pediatric craniofacial fractures to date:
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